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1) I heleby confirm hat all deblls in his Fom are True to the best ot my knorfhdge. Any hlse statement witt reoder my Apglication & ongdng assistance. t any,
liable fur rojocliory'csnce alion.

2) I sol€.nnly confm hat asslstance, if r€calved fom Koshika Foundatjon, will b€ used only tor hg 'purpos€', as ststd in thE Fom, lor which 6udr ssslsbncg
was Bquested by me.
3) I ho$by coofrm hat I have not & will not in future, avail of rcimburs€ment, in pan or in full, trom any other source/employer/insurance compsny, of ho arnount
for which this assisbnca is requested.
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1)By afrixing my signature or thumb impression on this Form, I (Applicant) hereby agre€ & authoriss Koshika Foundation and ifs Trusloos to
use./publish/put-lp/reproduce my name. address, photo & delails of the 'purpose', for which such assistance Is requesled,/grantgd, $rough any
medlum, including but not limiled lo vetbal, print, electonic, for soliciting donaticns lor Koshika Foundation and/or dlss€minating in omauoo abdlt lt's
activitiesJachievements. Suct use ol my pholo & details can be made by Koshiks Foundation belore or afr6r my tr€atment or fumlment of the 'purpos€'
for which assistancs is being requ€sted.
2) I (Applicant) turther agree that any such us€ of my name, addre$, photo & detalls ol the 'purpose', Ior whhh such asststanco is requ$ted/granted,
will not automatically entitle me for receiving or conlinuing the said assislancs. The declsion for granting and/or continuing tho sssistance rvill rest solely
wlth lhe Trusteos of Koshika Foundation, and their dedsion is lhis regard *ill b6 final and accsptabls to me.
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By affxing hereunder, signature of ourAuthorised Signatory for recommending this case/palient for financial assistance from Koshika Foundation, we
(Hospital) hereby afiirm & accept following:
1)that we neither are presenUy nor will in future avail ol financial assistancs from another NGO or any other source, for f|e ssm€ patienucase, as wa ara
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshiks Foundation. lf th€ requ€sted assistanc€ is nol granted
by Koshlka Foundatioo, in part or ln full, then the Hospltal res€rves lt's right lo make up the shortfall trom anoth€r NcO or any otho. source. Thl6
conllrmation essontlally statos that ths Hospitsl will not avail any duplicate assislanc€ for th€ e€m€ patienucsso from any othsr NGO or sny olhsr sourc€,
2) The assistancs ftom Koshika Foundation is only financial in nature. The choice ofthe treatmenuproc€dure advised/conduct€d by the Hospitalon the
patient, i8 based on ttte arangem€nt bstween tho patient & the Hospital, and is in no way inf,uencod by Koshika Foundation. H€ncs, hs Hospltalwill
sssums sole & complgte responsibility ol th€ treat nent & its outcomg & s8lsty ofthe patient, and Koshiks Foundation willhavo no role ot Eeponsibility
in th€ matter.
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